• Historically, the role of the third sector has been to fill gaps left by statutory services.
• There is a lack of systematic research into the conduct of care co-ordination for older people within the third sector at a time when central government is advocating its increased role in the provision of social care.
What this paper adds
• Revealed a small, disparate literature with few papers focusing on the intersection of care coordination, older people and third sector provision.
Introduction
Population ageing has become a defining feature of the developed world in recent decades. People aged 60 and over make up more than 11% of the global population with projections suggesting that this number will rise to about 22% by 2050 (The United Nations Population Fund (UNPFA) and HelpAge International 2012). Over 11 million people aged 65 or over were living in the UK in 2013, of whom half a million were aged 90 or more. Projections for the UK population point to a doubling of the number of people over 75 over the next 30 years, with the number of those living beyond 85 rising to 3.4 million by 2040 (ONS 2015) . While these figures denote one of the triumphs of the modern world, they also represent a challenge to cultures and economies, which must find ways both of ensuring that older people remain full participants in society and supporting those with reduced capacity to remain independent. The provision of such support has traditionally been undertaken by health and social care agencies (organised separately in the UK with social care addressing much of what is described in other jurisdictions as 'long-term care'). In the US, where an individual requires more than one such intervention, the services of a care co-ordinator, also referred to as a care or case manager, are often employed to ensure that overall support is of a high quality (Schultz & McDonald 2014) . In the UK, the co-ordination of health and social care services remains largely divided.
Care co-ordination can be broadly defined as a series of tasks undertaken to ensure that an individual's social care needs are comprehensively assessed and met through the design and delivery of appropriate services and supports. Its key functions are: identifying needs and goals (assessment); devising support plans; implementing/arranging the care and support required; and reviewing the latter to ensure its appropriateness in meeting identified needs and in supporting the achievement of goals. It involves 'numerous participants, is necessitated by interdependence among participants and activities, requires knowledge of others' roles and resources, [and] relies on information exchange' (Schultz & McDonald 2014, p. 5) .
Unlike the US and Australia where third sector and for-profit organisations have been the main providers of care co-ordination for many years (e.g. Geron 2000) , in the UK, the role of care co-ordinator has until recently been predominantly undertaken by social workers, nurses and occupational therapists working within the statutory sector, whether as individual professionals or in multidisciplinary teams. This monopoly is now being challenged with UK government statements and policies in recent years placing increased emphasis on the role of the third sector in delivering these services. This began with the Compact (Home Office 1998) which established the relationships to be developed between the government and the third sector in England. Subsequent material outlined the potential added value brought by third sector services (e.g. National Audit Office 2005); updated the Compact (Home Office 2010); and developed partnership programmes between state and third sector organisations (e.g. Office of the Third Sector, 2006) ; all of which served to strengthen their position in the delivery of social care. More recently, the Care Act (2014) has encoded the expectation that local authorities will work in partnership with the third sector to develop a 'vibrant, responsive market of service providers' (DH 2016, para. 4 .1) through contracting out care co-ordination services, such as assessment and support planning to them.
As part of a larger study to investigate the nature and extent of care co-ordination practised by the third sector in England, a review of existing evidence of this practice was undertaken to improve the understanding of this hitherto neglected area of enquiry (Moxham 2010) , bringing together care coordination, third sector practice and older people. It sought to identify literature from both the UK and overseas and had three broad objectives: to determine the extent and character of existing literature, to ascertain the nature of practice and to identify gaps in the evidence. Alongside the rise of the mixed economy of care noted above, the transformation of adult social care from a service controlled model to one in which the service user has greater choice and control is relevant to this topic. A brief outline of these key principles in relation to care co-ordination therefore follows, before the concept of the third sector is defined, in order to set the review in context.
Policies intent on improving the service user experience of adult health and social care, including a series of national service frameworks (e.g. DH 1999 DH , 2001 DH , 2005 were a feature of the end of the 20th and early years of the 21st centuries. This period also saw determined campaigning from the Independent Living Movement among younger people with physical disabilities for a citizenship model of service delivery where 'the individual is at the centre of defining their own life and . . . place in the community' (Duffy 2004, p.8) . Influenced by and building on these developments, government papers and protocols emphasising increased choice and control for the service user were published (e.g. Cm 6499 2005, Cm 6737 2006). One tangible practice development to emerge was self-directed support (known as SDS in England and referred to as such from herein), operationalised via direct payments and personal budgets (Cabinet Office Strategy Unit 2005 , DH 2010 . Such cash-forcare schemes mirrored similar developments in the US, Australia and Europe (Tilly & Wiener 2001 , Ungerson 2004 , Da Roit et al. 2007 , Phillips & Schneider 2007 , Schore et al. 2007 , KPMG 2012 . The 2014 Care Act further cemented choice and control within practice by making it mandatory to offer a personal budget to all adults including older people albeit only when assessed as meeting national eligibility thresholds relating to both level of need and private income (DH 2016) .
In terms of care co-ordination, the key difference between SDS and traditional forms of agency-directed support (the two concepts used within this review) was the transfer of the budget required to pay for assessed support needs from the agency to the individual service user. This has been seen as a vehicle for a higher degree of co-production of support plans and enabled people to have 'greater levels of control over how their support needs are met, and by whom' (Manthorpe et al. 2011, p. 11) . It can also be seen as one end of Moxley's (1989) case management continuum which outlined a range of roles available to case managers dependent upon the needs and preferences of the service user, moving from implementer, where the case manager exercises a high level of direction, to supporter, where a high level of self-direction by the service user is exercised.
Defining the third sector has been recognised as a complex task (Kelly 2007 , Corry 2010 . The term was coined by Etzioni (1973) to separate it from the state (primary sector) and the market (secondary sector), establishing it as non-statutory and not-for-profit. An additional characteristic was also identified: that of being value-driven. This definition was later extended, to include five key attributes: formal organisation, separation from government, self-governance, non-profit-distribution and the inclusion of pronounced philanthropic or volunteering activities (Kendall & Knapp 1997 , Salamon & Anheier 1997 . In the US, the not-for-profit attribute has been key to its definition, separating it from organisations with a market orientation. In contrast, in Europe (including the UK), the non-statutory aspect is more fundamental. These differences reflect contextual societal variations and have had an impact on both the type of organisations included in different countries (Alcock 2010 ) and on how they are regarded by the state (Kelly 2007) . The definition used here draws on these debates, with the term 'third sector' used to capture the variety of organisations providing care co-ordination services that lie outside the statutory sector, variously referred to in the literature as voluntary, notfor-profit distribution, independent or non-governmental. More recently, a form of third sector organisation referred to as 'user-led' has emerged. To be defined as such, an organisation must be accountable to its constituents; engage them in decision-making processes at every level; ensure that they are effectively supported to play a full and active role in the service's design, delivery, evaluation and development; have a minimum of 75% of voting members of its management board drawn from its constituency; and a significant proportion of its paid employees who reflect them (DH 2007) .
Review methodology
A scoping method was chosen for this review as this approach is particularly suited to addressing broad topics rather than narrowly defined research questions (Arksey & O'Malley 2005 , Manthorpe et al. 2010 . Additionally, it allows for the inclusion of a wide range of evidence, chosen on the basis of relevance rather than design or quality, supporting the aim of mapping the literature: identifying sources and types of evidence to produce a fuller picture of existing practice (Mays et al. 2001) . The review follows the principles outlined by Arksey and O'Malley (2005) . The key stages, identification of research questions; identification of relevant papers; paper selection through use of inclusion/exclusion criteria; recording and analysing the data; and reporting results, are outlined below. The review process started in the autumn of 2013 with searches being undertaken between October and November of that year. Additional searches were undertaken to update the review in 2016. Data analysis was completed in the autumn of 2016.
Identification of research questions
Three research questions shaped the review:
1 What is known about the extent and nature of existing literature on the provision of care co-ordination services in the third sector for older people? 2 What is known from the existing literature about the range of care co-ordination practice in the third sector for older people?
3 What research gaps are identified?
A fourth question emerged during the analysis stage as it became evident that much of the literature relied on the views and experiences of service users and those working within or alongside third sector organisations:
4 What is known from the existing literature about the views of stakeholders regarding these services?
Identification of relevant studies
The review included a range of peer reviewed and grey literature including a number of innovation profiles (defined in the text below), in an effort to determine what is known about this topic. Literature was Reilly et al. (2008) . n/a, not applicable.
located via systematic searches of 12 online databases; hand searching key journals, websites and bibliographies of articles found via the first two methods.
Inclusion and exclusion criteria
The review was concerned with the intersection of three subjects: care co-ordination, older people (defined here as aged 65 and over) and the third sector.
To ensure that searches captured references relating to both traditional care co-ordination, here termed 'agency-directed' and services providing SDS, separate searches were undertaken for each of these approaches. Services had to be non-statutory and non-profit-distributing, i.e. they could be social enterprises or co-operatives where profits were ploughed back into the service. Papers that included not-forprofit and for-profit distribution services were included. Findings relating to these papers are drawn from the not-for-profit group only. The final parameters are summarised in Table 2 . Individual papers were the unit of analysis throughout. Several papers from a single study were admissible if they provided additional relevant information. 'Publication' was limited to between 1985 and 2016. The start date represents the beginning of a time when the thrust of government thinking and policy began to move away from the state as provider and towards its function as enabler. This concept was epitomised in 1984 by the 'Buxton Speech' in which Norman Fowler, the then Secretary of State for Health and Social Security, outlined the need for local authority social service departments to take a 'comprehensive [and] strategic view of all sources of care' and promote and support their 'fullest possible participation' (Wistow et al. 1992, p. 27) , thus signalling the prospect of an enhanced role for the third sector in the care of older people and other vulnerable adults.
In addition, studies had to include empirical data, i.e. that based on observation rather than experience (Weiss 1998 ) and be available in English. No exclusions were made on the basis of study design, data collection methods or quality, in line with the scoping method.
Data extraction and analysis
Searches produced 835 potentially relevant references. A three-stage screening process was undertaken (titles, abstracts, full texts) to assess whether they matched the inclusion and exclusion criteria. Abstracts were read by two researchers (MA and JH) and full texts by one (MA), with a second (JH) reading those considered to be on the margins of the study. Decisions were made by consensus and through an iterative process, sometimes requiring adjustment of earlier decisions. The outcomes of this process are illustrated in Figure 1 . Proformas were produced to support the systematic extraction of data which captured research methods, type of organisation, service, recipient group and findings related to practice and stakeholder views. Research methods (design and paradigm) were classified according to existing criteria designed for an earlier study in a related area of research (Reilly et al. 2008 ). An additional category was added to 'study design' classifications to incorporate innovation profiles: where papers reported the establishment and/or operation of relevant services without reference to research methods. Two distinct approaches to data analysis were undertaken. The first was deductive and involved the identification of categories to organise and interpret the data (Whittemore & Knafl 2005) relating to the three defining areas: care recipient group (older people or general); type of third sector agency (traditional or user-led); and Moxley's (1989) case management continuum. The latter has been translated in the current context to agency-directed care (where the care co-ordinator exercises a high level of control) and to SDS (where control is more in the hands of the service user). The second approach to data analysis was inductive, allowing prevalent themes to emerge from the papers (Coffey & Atkinson 1996 , Ali & Birley 1999 . Themes were grouped and reported by stakeholder type (service users, third sector and statutory sector managers and practitioners) reflecting the nature of the evidence.
Findings
The findings are divided into three sections each connected to a research question. The first describes the character of the literature in relation to study design and methods (RQ1). The second captures data on the focus of the literature in terms of the various types of organisation and approaches to care co-ordination offered to older people, the range of the activities undertaken by them, outcome and cost data, staffing and workload characteristics (RQ2). The final section describes the perspectives of stakeholders in respect of service attributes valued by and of concern to them (RQ4). Research gaps (RQ3) are considered in the discussion.
The character of the literature
Twenty-six papers were included, relating to 19 studies. The majority comprised peer reviewed articles
Bibliographic searches
Agency-directed Self-directed (n = 18) (see Table S1 ), published in the current century (n = 23) and based in the UK (n = 19). Six of the seven non-UK papers were published post-2000. A variety of research designs were found including case studies, surveys, action research, change management, observation, practice investigation, and process or outcome evaluations. Six innovation profiles were also included. The most frequent research paradigm was to employ both qualitative and quantitative methods (n = 12). Qualitative data collection was dominated by semi-structured interviews (n = 11), while quantitative methods tended to be a mix of questionnaires and document analysis (9 & 6 respectively). Third sector staff (n = 15) and older people (n = 11) were the most frequent sources of data. Some studies did not distinguish between staff from different sectors (e.g. Sheaff et al. 2014) . Further details of individual study methods, size and location can be found in Table 1 . The literature tended to focus on structure and process measures although a minority (n = 7) also provided outcome data. Two papers specifically set out to measure the impact of a new service approach on hospital admissions (Curry et al. 2013 , Sheaff et al. 2014 with one also measuring improvements in case finding and care planning for people with dementia (Curry et al. 2013) . Two others, from a single study, presented outcome data that compared service users' experiences of support planning and brokerage services from user-led organisations, as defined in the introduction, with those from statutory agencies (Campbell et al. 2011 , Williams et al. 2013 . Additionally, three papers presented selfreported quality of life outcomes including physical and mental health, and social engagement (Schore & Phillips 2004 , Robson & Ali 2006 , Dickinson & Neal 2011 . Just one paper reported cost data (Campbell et al. 2011) . More commonly papers reported staff and service user views and levels of satisfaction and related service characteristics. These are considered below.
The focus of the literature
Ten papers focused on services for older people with the remainder including older people within their target groups. Six of the latter stated that, in practice, most of their service users were older people. Three of the non-UK papers were specifically about services for older people. Traditional third sector organisations were the focus of most papers, with four considering user-led organisations. Three, all from the US, referred to a mix of not-for-profit and for-profit organisations (Parker 1992, Phillips & Schneider 2002, Schore & Phillips 2004 ). One US paper was about faith-based organisations (Rogers 2009 ). Ten papers included statutory sector and third sector services. In four of these papers, the relationships between them in terms of network or partnership arrangements were considered (Cornes et al. 2003 , Cornes & Manthorpe 2004 , Dickinson & Neal 2011 , Jenkins et al. 2013 . In two (Curry et al. 2013 , Sheaff et al. 2014 ) findings relating to third sector organisations were subsumed within overall findings about integrated networks, although one noted that more successful networks were characterised by equally shared power between all member organisations (Sheaff et al. 2014) . Four papers compared statutory and third sector SDS services (Glendinning et al. 2008 , Campbell et al. 2011 , Newbronner et al. 2011 , Williams et al. 2013 .
Eighteen papers focused on agency-directed care co-ordination services. Eight papers related to SDS. Papers focusing specifically on older people's services all described forms of agency-directed care co-ordination (Table 3) . One SDS paper noted that these services, when provided by the third sector, rarely specifically targeted older people (Campbell et al. 2011) . This finding was reinforced by other SDS papers including one, reporting a UK survey, which noted that third sector services providing SDS rarely included older people (Davey et al. 2007 ). More detail can be found in Table 3 .
Papers describing agency-directed care co-ordination activities described a variety of services. They included those that undertook all or a wide range of care co-ordination activities (e.g. Waugh 2009 , Jenkins et al. 2013 , Xie et al. 2013 , Sutcliffe et al. 2016 and others that stated that co-ordination was just one of the services undertaken (Meyer 2011) .
Greater detail was provided by eight papers describing agency-direct services. An early US survey of care management agencies noted that care managers undertook 'functional, social and financial assessments; ongoing monitoring; evaluation for community-based care or institutional placement; planning, referral and co-ordination of services; assistance with form completion; and hiring/monitoring of staff from other agencies' (Parker 1992, p. 109) . Others, all from the UK noted a variety of activities ranging from the provision of comprehensive information, interpretation of policy, support for those appealing decisions, mediation and pre-presentation (Coomb & Sedgewick 1998); assessment (Pearson 2002 , Cornes et al. 2003 , Cornes & Manthorpe 2004 , Sutcliffe et al. 2016 ; care planning, brokerage and advocacy (Robson & Ali 2006 , Sutcliffe et al. 2016 ; and selecting and supervising 'enabling volunteers' to provide direct support and introduce clients to new services (Dickinson & Neal 2011) . Detailed information of this nature was available from six SDS papers. They described support planning and/or brokerage services in the UK (Davey et al. 2007 , Glendinning et al. 2008 , Campbell et al. 2011 , Newbronner et al. 2011 , Williams et al. 2013 and needs assessments, preparation of 'cash management plans', monitoring and reviewing cash use and recipient 'condition', authorising the purchase of goods and services from an approved list, and providing advice on non-fiscal employer responsibilities in the US (Phillips & Schneider 2002 , Schore & Phillips 2004 . A UK survey also found that most services included an advocacy function (Davey et al. 2007) .
Where outcomes were reported, these tended to be positive with agency-directed and SDS third sector service input resulting in improvements in a range of quality of life measures as noted above (Schore & Phillips 2004 , Robson & Ali 2006 , Campbell et al. 2011 , Dickinson & Neal 2011 . One paper (Dickinson & Neal 2011 ) also found that a particular element of their service ('enabling volunteers' providing information, advice, companionship and support) resulted in high levels of take-up of a range of support services, while another (Robson & Ali 2006 ) presented anecdotal evidence of a reduction in the use of intensive services, with their inherent costs, as a result of the preventative services being evaluated. Outcomes relating to networks of which third sector services were a part were inconclusive according to two papers with this focus. In one, formal networks were found to have reduced emergency hospital admissions, while in the other no impact on hospital discharge was found (Curry et al. 2013 , Sheaff et al. 2014 . Cost data from one paper suggested no differences between user-led or statutory support planning and brokerage services (Campbell et al. 2011) .
Staff composition and/or workload characteristics were noted by 10 papers. Most services described were small, employing between one and three care co-ordinators. One recent paper found that over half the services surveyed had fewer than four paid staff (Sutcliffe et al. 2016) . Another commented on the need for ongoing support for third sector organisation staff who often worked in isolation (Newbronner et al. 2011) . Two US papers provided information about the professional backgrounds of staff (Parker 1992 , Schore & Phillips 2004 , the oldest of these noting that they usually held postgraduate degrees most frequently in social work, nursing or psychology (Parker (Campbell et al. 2011 , Newbronner et al. 2011 ). An early US study found that the workforce of third sector care management organisations had small caseloads, a high degree of flexibility and autonomy (Parker 1992) . In contrast, more recent papers from the UK reported large caseloads among third sector care coordinators (Davey et al. 2007 , Jenkins et al. 2013 as well as poorer pay compared with their equivalents in the statutory sector (Davey et al. 2007 ).
Stakeholder views
Summary findings from individual papers are detailed in the supporting material Table S1 . The emergent themes drawn from them are operationalised below in relation to stakeholder views.
Issues valued by stakeholders
Perspective of service users. Over a quarter of the literature referred to features of third sector services that could be loosely aligned to person-centred practice, articulated in terms of understanding the person, engagement in decision-making, and the promotion of the care relationship (Wilberforce et al. 2016) . For example, service users from across the range of care co-ordination and organisation types were reported to value the independence of third sector services and the perceived impartiality that ensued from this (e.g. Coombs & Sedgwick 1998 , Robson & Ali 2006 , Campbell et al. 2011 . Independence was in turn linked in service users' experience to the provision of a more flexible service, where individuals were given as much time as they required, a feature of particular importance to older people (Robson & Ali 2006 , Waugh 2009 ). Robson and Ali (2006) reported that older people particularly valued having recourse to a service that specifically catered for them, which was said to give them confidence that they would be listened to and that the service would understand their needs, including the importance of making home visits. One paper reported that service users of all ages stated that they valued the ongoing post-brokerage support offered by some user-led organisations, while people with dementia and their informal carers 'appreciated time and attention' from support planners (Campbell et al. 2011, para. 3.51) . Older people were also reported to appreciate longer term services (Jenkins et al. 2013) . A more informal and less bureaucratic approach was another third sector service feature cited as being valued by users old and young, together with staff who listened with respect and empathy, took a holistic perspective and a partnership approach (e.g. Waugh 2009 , Williams et al. 2014 . Service users' experiences of a pilot project where third and statutory sector staff worked closely were found to be largely positive about their experiences with the majority reporting a clear understanding of how care planning worked and stating that they were involved in this process in the way that they wanted to be (Curry et al. 2013) . Service users reported a sense of security when using a third sector care co-ordination service which emanated from the expertise and knowledge that third sector staff displayed alongside their ability to communicate on their level (Coombs & Sedgwick 1998 , Jenkins et al. 2013 . The transmission of good quality information was noted by some (e.g. Phillips & Schneider 2002) , while the expertise, knowledge and commitment of third sector staff working in SDS services was reported to have resulted in higher levels of take-up and a more positive service user experience of both process and outcomes compared with those supported by the statutory sector (Campbell et al. 2011 , Williams et al. 2014 .
Perspective of third sector staff. Closely linked to the issue of independence from the state, two articles commented positively on the ability of third sector organisations to reach black and minority ethnic communities through the employment of staff who spoke a range of locally used languages (Robson & Ali 2006) or more generally through their close connection with the communities they served (Rogers 2009 ). These characteristics were described as improving service take-up through widening access and the development of trusting relationships.
Perspective of statutory sector staff. Papers referring to third and statutory sector services working in partnership all considered their third sector 'partners' as bringing a wealth of knowledge, expertise and connections established over many years (Jenkins et al. 2013 ) to these partnerships. Statutory sector staff also stated that third sector colleagues were able to operate effectively across traditional health and social care boundaries (Dickinson & Neal 2011) . Furthermore, they valued third sector services that complemented their work, for example undertaking tasks that they no longer had time for (Dickinson & Neal 2011 , Jenkins et al. 2013 . Three papers describing services for older people explored partnership projects between statutory and third sector organisations where staff from the latter provided a care co-ordination service that complemented the work of the former (Cornes et al. 2003 , Dickinson & Neal 2011 , Jenkins et al. 2013 . All were based in hospital settings with statutory and third sector staff being co-located. This feature was reported in all cases to be an important factor in creating a successful partnership as was clarity 'from the outset' regarding the aims of the third sector service (Dickinson & Neal 2011, p. 45) . Purposeful, regular and frequent communication between partners at all levels within organisations was similarly deemed important in fostering a supportive working environment based on mutual respect and shared goals and values (Rogers 2009 ).
Shared perspectives of managers and staff across sectors. A large proportion of the staff in one study reported that new integrated practices had enhanced inter-professional learning, clinical knowledge and collaborative working (Curry et al. 2013) .
Issues of concern to stakeholders Perspective of service users. Peer support for older people was reported by only one paper in the review where it had been offered within a group setting. This was not popular with older people who stated that they preferred one-to-one support from an 'expert' peer -someone who had been through a similar experience (Newbronner et al. 2011 ). There were also examples of service user dissatisfaction regarding the extent and nature of information from both agencydirected and SDS services (e.g. Jenkins et al. 2013 , Williams et al. 2014 .
Perspective of third sector managers and staff. One study highlighted a perceived pressure felt by third sector workers providing SDS services to 'professionalise' their service, through training and regulation, regarding this as something that would potentially distance them from the people they served (Campbell et al. 2011) . User-led organisation workers were also reported to feel under pressure, when operating in partnership with a local authority, to be drawn into the latter's bureaucratic processes, reducing their level of flexibility and autonomy (Campbell et al. 2011 , Williams et al. 2013 .
Reliance on short-term funding from a statutory sector commissioner was a concern raised by third sector managers in many papers. Robson and Ali (2006) , for example, reported that this made delivery of 'a reliable core service extremely difficult' (p. 23). Relatedly, tightening of contractual arrangements was also noted by managers with services funded to deliver specific programmes conforming to set criteria rather than the more fluid grants of the past. Other papers echoed this finding. Half of the contracts or service-level agreements analysed by Davey et al. (2007) , for example, required care managers to be trained, while Newbronner et al. (2011) reported that most of the 12 third sector organisations involved in their evaluation were contracted to support a specific number of new referrals per month.
In contrast to the positive experience of partnership working described by statutory sector staff, a number of papers reported third sector staff concerns with regard to this issue. This was expressed in relation to being seen as 'icing on the cake' (Cornes & Manthorpe 2004, p. 21) or as a 'luxury' (Jenkins et al. 2013, p. 258) rather than an integral part of service provision and therefore easy to dismiss in times of financial stringency. A reduction in the use of third sector support planners or their involvement at a later stage due to budget cuts was noted by two papers (Jenkins et al. 2013 , Williams et al. 2013 . The need for formalised arrangements to support effective partnerships was also highlighted by two papers (Dickinson & Neal 2011 , Harris et al. 2012 . Three papers highlighted the importance of joint training as a means of improving partnership working between the statutory and third sector (Rogers 2009 , Newbronner et al. 2011 , Williams et al. 2013 .
Another challenge for third sector organisations working with the statutory sector was related to the exchange of information. Three papers focusing on SDS, including both traditional and user-led organisations, noted concerns relating to this issue. Campbell et al. (2011) found difficulties between user-led organisations and local authorities in relation to the inputting of data regarding people's support plans and how this was transferred between them, including incompatible electronic information systems. The withholding of relevant information from independent support planners was noted by Williams et al. (2013) , while Newbronner et al. (2011) reported that staff were frustrated by the lack of information exchange and clear referral mechanisms between third sector support planners and local authority services. Two agency-directed support papers, both related to care co-ordination with older people, noted the importance of integrated electronic records as a means of achieving good communication (Fitch 2009 , Harris et al. 2012 .
Shared perspectives of managers and staff across sectors. Maintaining and improving the quality of third sector care co-ordination services was an issue raised by managers and staff in over a fifth of the papers (Parker 1992 , Phillips & Schneider 2002 , Glendinning et al. 2008 , Jenkins et al. 2013 , Xie et al. 2013 . Most were concerned about the lack of evaluation and regulation with two recent UK papers suggesting that some monitoring and evaluation of quality of third sector care co-ordination services was being undertaken but of limited scope (Jenkins et al. 2013 , Xie et al. 2013 . One paper recommended accreditation of support planners and brokers in SDS services, including those operating in user-led organisations (Glendinning et al. 2008) . From the perspective of the statutory sector in England, concern was expressed about whether good quality support planning and brokerage services were available in the third sector and moreover whether it was appropriate to outsource the former (Glendinning et al. 2008) . Over half the staff in one study reported frustration regarding the IT tool designed to improve information sharing. This study also reported dissatisfaction among staff about the number of meetings and time commitment required to work together effectively (Curry et al. 2013) .
Discussion
This review has mapped the literature on a highly topical area given the direction of policy and practice in relation to the delivery of health and social care services in the UK. It has charted developments in care co-ordination for older people in the third sector in terms of volume, nature and characteristics, in keeping with the aims of the scoping method (Arksey & O'Malley 2005) and has delineated organisational and practice features influencing service operation and effectiveness. Order was placed on the wide ranging literature through reporting categories in the form of recipient group, type of third sector organisation and nature of care co-ordination arrangements (agency or SDS). Additionally, distinct stakeholder views were reported, leading to the identification of both positive attributes and limitations. In doing so, the review has provided a narrative summary of the available evidence 'chronicling, and ordering . . . evidence to produce an account . . . with commentary and interpretation' (Kastner et al. 2012, p.4) .
Strengths and limitations
The inclusion of papers on the basis of relevance rather than design or quality, in line with the scoping method, ensured that the area of interest was effectively mapped. For example, the decision to accept grey literature from academic research units ensured the inclusion of more recent evidence, something which proved significant in relation to SDS services, with six of the included eight papers considering these types of services coming from these sources. The impact of including a diverse range of research designs and services, however, was to create difficulty in synthesis, thus potentially reducing the usefulness of the results. A second limitation was the low numbers of papers included from outside the UK despite the prevalence of third sector care co-ordination in countries such as the US and Australia. It is possible that because the third sector is a more embedded provider of such services in these countries, that the search terms were not nuanced enough to recognise them. Additionally, although some UK websites were searched, no overseas equivalents were included, leading to a possible bias in the resulting literature. This is particularly relevant for Australia, where service appraisal may be less likely to be undertaken by academic institutions and consequently under-reported in peer reviewed journals. Although the reported findings cannot therefore be regarded as definitive (Manthorpe et al. 2010) , they do provide a starting point for understanding both third sector practice in the field of care co-ordination for older people and the nature of the evidence regarding it. The discussion below highlights issues for future practice and research that emerge from and build on the findings with regard to improving quality without loss of perceived sector benefits.
Care co-ordination in the third sector Users of and staff working in third sector services reported that the latter offered something qualitatively different to the statutory sector that was valued by them. This related in particular to a high level of person-centeredness, independence and informality. Some positive outcomes linked to these practices were also suggested as well as staff concerns about losing these qualities as a consequence of pressure to professionalise the sector. Managers from both statutory and third sector services expressed concern about how to assure high-quality services within the third sector.
Two related issues emerge from this evidence. First, whether third sector services should operate to the same or a different set of criteria or standards than the public sector in order to maintain their ability to reach a range of communities and offer the types of services appreciated by them. The second relates to whether commissioning requires refining to recognise and celebrate the different qualities of small third sector organisations, including those led by service users, so as to maintain and develop the third sector as something qualitatively different from the statutory sector, providing service users with choice and control.
A further theme in relation to the future of care co-ordination in the third sector concerns how the statutory and third sectors work together, a key attribute of effective care co-ordination as noted in the introduction. An examination of the responses of different staff groups identified diverse experiences regarding this issue. For example, third sector staff expressed dissatisfaction about how they were perceived by the statutory sector, had experienced difficulties around obtaining information, and felt they were not considered to be full partners. How to improve integration across health and social care settings has been an issue of concern within adult social care for many years (e.g. Bergman et al. 1997 , Evans & Means 2005 , Leichsenring 2012 ) with the fragmentation built into statutory sector structures proving difficult to overcome (Leutz 1999 , Lewis 2001 , Wistow 2012 . Adding the third sector into this mix inserts another level of complexity to the delivery of care co-ordination. Effective partnership working across sectors will be required if service users are not to suffer from the disjointed approaches evident across health and social care to date (Ware et al. 2003) . This issue is particularly important to older people who often request support at a time in their lives when they are experiencing a range of chronic long-term conditions requiring support from a range of services. Identification of the capacity of third sector services to work across the health and social care divide, by statutory sector staff, is a positive factor in this undertaking.
Statutory sector staff were also reported to value third sector practice that complemented their own roles. The issue of complementarity or substitution has long been part of the debate regarding qualified and unqualified staff within statutory health and social care services (Murray et al. 1997 , McCrae et al. 2008 ). This may also become an issue between sectors in the future when the task of tailoring services to meet individual needs will be increasingly undertaken in a variety of ways and by a multiplicity of providers, a consequence of The Contracting Out (Local Authorities Social Services Functions) (England) Order 2014, and the requirement for a personal budget to be allocated to every eligible adult (DH, 2016) .
Support to older people
Where the literature considered the views and experiences of older people, it was reported that they valued services that targeted them specifically and that provided long-term support with a named worker. It has been noted previously that older people's experience of social care services is poorer when they are not tailored to them (e.g. Challis & Davies 1986 , Jolley et al. 2004 . The current review appears to support this.
Additionally, the majority of papers describing older people specific services or those where older people made up the majority of users referred to agency-directed services. This may indicate something about both the origins of SDS (Duffy 2004 ) and where these services have been targeted to date as well as older people's confidence in and knowledge of them. The limited evidence available regarding the experience of older people using SDS suggested a lower level of satisfaction than other service user groups and a greater need for support from a professional or peer to maximise benefit (Glendinning et al. 2008) , a finding echoed by recent research focusing on statutory sector services (Rabiee et al. 2016) . Evidence beyond this review is equivocal on this issue. Some have suggested that when given the opportunity to use SDS older people were as likely as other groups of service users to find it manageable and rewarding (Wiener et al. 2007 ). Other studies highlighted the difficulties older people encountered when using their own budget to arrange services (Woolham & Benton 2013) or to the lack of suitability of SDS for people with cognitive impairment (Tilly & Wiener 2001 ). The combination of policies which promote SDS services on the one hand and third sector development on the other could result in the latter focusing in the future only on the delivery of SDS. It would appear from the evidence in this review, however, that older people want access to a range of services and require care co-ordinators who can move between the roles of implementer, collaborator or supporter in tempo with the fluctuating or declining abilities of the older person in question (Moxley 1989) .
Research gaps
Beyond the evident need for further evaluation of care co-ordination services in the third sector, five specific gaps in the evidence and areas for future research are identified by this review. First, although older people comprise a large proportion of users of adult social care services, research that focuses on their experience of care co-ordination provided by the third sector is limited. Future research is required to build on current knowledge about both the range of services available and older people's experience of them to support the development of appropriately tailored services in the future. Second, current evidence was limited regarding differences between the workforce of the statutory and third sectors and the consequences of this. Further research is recommended into this area with a particular emphasis on whether any differences found are of concern or should be celebrated. Third, research to date has included only limited detail regarding the activities and processes undertaken by third sector staff involved in care co-ordination. Research which outlines the range of activities, how they are undertaken and time spent on them will be of value in learning more about the cost implications of shifting these services into the third sector as well as elucidating the quality of practice. Fourth, the paucity of evidence on costs and outcomes is a significant finding. Although processes (and stakeholder views) are important areas of research, underpinning any comparison of outcomes and costs, the lack of data on the latter are important omissions. Regarding outcomes, these were largely based on small-scale qualitative research with no comparators. In relation to costs, neither utility measures nor reports of comprehensive costing were found in the literature. Future research in these areas is necessary if we are to understand the contribution of the third sector to care co-ordination and whether it can achieve improvements in outcomes for service users and cost savings for the public purse. Finally, the current review found an increase in commissioning of care co-ordination services from the third sector via contracts with particular specifications. This is likely to include an increase in the nature and extent to which these services are evaluated. Research into this area will help identify the appropriate level of evaluation required to ensure quality without overburdening the services themselves, striking a balance between maintaining the perceived strengths of the sector and the greater professionalisation and evaluation that commissioners are likely to require. Additionally, it is relevant to note that evidence in this review was mainly derived from small-scale studies with an emphasis on qualitative research. While these have provided useful information, there would be benefit from larger scale projects including some which compare a range of third sector services nationally and internationally.
Conclusion
The review achieved its broad objectives and additionally identified stakeholder views regarding service characteristics. It highlighted evidence of third sector care co-ordination offering services that were both valued and criticised by key stakeholders; were distinct from statutory sector support; and demonstrated limitations and successes regarding how the sector works in partnership with the statutory sector. The majority of agency-directed support services catered specifically for older people, whereas in contrast, those offering SDS did not. A schism in practice between the nature of care co-ordination services offered to older people and to other adults by the third sector was also identified along with areas for future research. The findings raised important questions about the place of the third sector in the delivery of adult social care. Are they best placed to enrich the current service offer by retaining their distinct features and complementing statutory services or will they be required to substitute for statutory services in the future and if so will they have the necessary resources to do this effectively? Can they deliver support in a range of ways, as is likely to be required by the heterogeneous group of potential service users with different needs and views on the nature of the service they desire? Finally, areas of future research were identified that will help to answer these questions including in relation to costs and outcomes.
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